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Worse socioeconomic conditions (e.g., having a migration background, lower income, and lower educational level) may lead to
barriers for cancer prevention and early detection. Community-based initiatives providing tailored and accessible information are
found to increase cancer screening participation and improve health outcomes for people with challenging socioeconomic
conditions. To inform such initiatives, more research is needed from the perspective of those working with them. Tis article
focuses on the Swedish “peer advisor project” in which the Regional Cancer Centre Stockholm Gotland (RCC) collaborates with
community-based peer advisors to reduce cancer inequities in areas with challenging socioeconomic conditions. We aim to
investigate the perspectives of people working with the peer advisor project in relation to challenges they face, strategies they use,
and forms of impact they perceive their work to have. We used a participatory action research approach, involving 12 peer advisor
representatives and three RCC representatives. Underlying data (interviews and participant observations) were qualitatively
analyzed. Findings are presented in relation to three themes: (1) Peer advisors bridge a gap between the cancer care system and
communities through dialogues with communities and RCC representatives. (2) Peer advisors navigate culturally based sen-
sitivities through eforts to create safe spaces for discussing cancer prevention and early detection. (3) Peer advisor and RCC
representatives described forms of impact in relation to personal contexts, community contexts, RCC’s organizational context,
and societal context. Sustainability and structural challenges may limit the peer advisor project to create impact. We discuss that
peer advisors may act as cultural brokers through dialogues with communities and the cancer care system, thereby increasing an
understanding of communities’ contexts and needs. Findings from this study can inform development and implementation of
similar community-based peer-to-peer initiatives in other contexts. More research is needed to investigate the long-term impact
of the project including community-based perspectives.

1. Background

Te global cancer incidence is expected to rise by 47%
between 2020 and 2040 [1]. Still, 44% of all cancer mortality
is associated with modifable risk factors, i.e., lifestyle, be-
havioral and environmental factors that can be afected to
reduce the risk of developing cancer [2]. While the European
population accounts for 9% of the world population, 25% of

the global annual cancer incidence occurs in Europe [3]. To
address this, the European Commission initiated the de-
velopment of the European Code Against Cancer to inform
Europeans about actions they can take for cancer prevention
and early detection [4]. Recommended actions are based on
modifable risk factors, e.g., not using tobacco, avoiding
exposure to smoke, maintaining a healthy body weight,
being physically active, having a healthy diet, reducing
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alcohol consumption, and participating in vaccination and
cancer screening programs [4, 5]. Te code is disseminated
through various channels across Europe, e.g., through social
media, educational campaigns, and healthcare systems [6].

Initiatives to promote actions for cancer prevention and
early detection should consider variations in people’s so-
cioeconomic conditions, as these conditions may lead to
barriers for such actions [7–10]. Factors afecting socio-
economic conditions include education, income, place of
residence, and migration background (in the Swedish
context defned as people born outside of Sweden or with
both parents born outside Sweden [11]) [8, 12]. Barriers
related to lower levels of education include difculties in
understanding medical terminologies and decreased likeli-
hood of screening participation [8, 13, 14]. Barriers facing
people with limited fnancial resources include costs asso-
ciated with cancer prevention and early detection, such as
costs related to healthier food options, practicing sports, and
participating in cancer screening (e.g., service costs, travel
expenses, and taking of from work) [15–18]. People with
migration backgrounds may face barriers in navigating
unfamiliar healthcare systems, as well as cultural and lan-
guage diferences which may lead to lack of understanding
and trust [17, 19–21]. It should be considered that these
various socioeconomic contexts often intersect andmay thus
compound barriers for cancer prevention and early de-
tection [22]. Furthermore, healthcare systems and services
often contribute to and maintain these barriers on organi-
zational and system levels, as they can be hard to access and
have limited capacity to adapt to the needs of people with
challenging socioeconomic conditions [23, 24]. For instance,
considerable travel distances to clinics without local alter-
natives and rigidity in appointment scheduling with phy-
sicians could contribute to such barriers [23, 24]. Both
researchers and policymakers call for action to address
cancer inequities based on socioeconomic diferences
through tailored approaches to care and promotion of
cancer prevention and early detection with adapted and
accessible information [19, 25, 26].

Internationally, initiatives aimed at lowering the risk of
developing cancer among people with challenging socio-
economic conditions have received increased research at-
tention in recent years [19, 25–28]. Two reviews
investigating initiatives in various North American contexts
found that initiatives in community settings primarily fo-
cused on behavioral and sociocultural environments and
have addressed lack of knowledge and cancer screening-
related beliefs among immigrants, refugees, and ethnic
minority groups [27, 28]. Initiatives in community settings
generally involve eforts to provide culturally appropriate
educational materials and often utilize community-based
initiatives led by well-known community members to in-
crease sociocultural acceptance [27–29]. Tere appears to be
no consensus about the term used for such community
members (e.g., community navigators, peer navigators,
community health workers, peer counselors, lay health
educators, health advocates, and outreach workers) as this
depends on their local context [28]. Generally, their role is
described as being a link between communities and

healthcare systems and ofering culturally tailored
information [28].

Impacts of these initiatives include increased cancer
screening participation rates and improved health outcomes
for target populations [27, 28]. For instance, a breast cancer
screening intervention among Korean American immigrant
women led to higher participation in mammography for the
intervention group (56%) than for the control group (42%)
15months postprogram [27]. Furthermore, culturally tai-
lored diabetes education by Spanish-speaking community
navigators has been shown to result in improved health
outcomes such as notable better blood sugar levels among
Hispanic adults with type 2 diabetes across multiple studies
[28]. Similar results have been shown in community-based
European contexts [17, 30, 31]. However, there appear to be
knowledge gaps in relation to challenges faced and strategies
used by people working in such community-based initia-
tives. Furthermore, while research indicates that such pro-
grams may lead to increased screening participation rates
and improved health outcomes [27, 28, 30, 31], further
research is needed to explore other potential forms of impact
as perceived by those working with these initiatives. Tis
knowledge can inform development of such initiatives in
various contexts.

Te study described in this article focuses on the Swedish
peer advisor project, conducted by the Regional Cancer
Centre Stockholm Gotland (RCC), one of the six regional
centres in Sweden for coordination and leadership of eforts
to improve cancer care, prevention, and early detection,
including addressing inequities. Te peer advisor project,
based in the Stockholm region (2.4million residents), strives
to reduce cancer inequities among people who live in areas
with challenging socioeconomic conditions by collaborating
with peer advisors. As defned by the RCC, peer advisors are
individuals who live in these areas themselves and are able to
advise their own communities regarding cancer prevention
and early detection.Te aim of this study is to investigate the
perspectives of people working with the peer advisor project
(i.e., peer advisors and RCC representatives) in relation to
challenges they face, strategies they use, and forms of impact
they perceive their work to have. Findings from this study
are intended to inform further evaluation and improvement
of the peer advisor project.

2. Methods

2.1. Study Setting. In Sweden, areas with challenging so-
cioeconomic conditions generally have below national av-
erage participation in cancer screening [32]. Tese areas are
often urban communities on the outskirts of larger cities
with a high prevalence of people with migration back-
grounds, lower income, and lower educational level
(henceforth referred to as communities) [33, 34]. Te peer
advisor project began in 2016 with the underlying as-
sumption that peer advisors, who have diverse backgrounds,
may be better at connecting with and informing people in
their own communities compared to conventional ways of
communication employed by the healthcare system. While
the RCC project is based on anecdotal and experiential
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knowledge from similar projects, this assumption is sup-
ported by the research described in the background above
[27, 28, 30, 31].

To this end, peer advisors are recruited (through ad-
vertisement and word of mouth) and educated by the RCC
to use the European Code Against Cancer to disseminate
information about cancer prevention and early detection.
Peer advisor education entails interactive presentations and
workshops regarding various topics described in the Eu-
ropean Code Against Cancer, information about reliable
information sources, and practice in communication tech-
niques. After this, peer advisors continue to learn through
regular meetings regarding specifc themes (e.g., mam-
mography) and exchange of experiences. Peer advisors
disseminate information through activities such as
informing in public areas (shopping centres, neighborhood
squares, and public transportation hubs), language courses,
community events, and arrangements of so-called health
cafés at libraries and other public spaces. Since 2016, more
than 300 peer advisors with backgrounds from approxi-
mately 40 diferent countries have been educated by the
RCC. Tey work on an hourly basis, based on activities and
personal interest, and generally choose to work for a limited
period. Currently, about 40 peer advisors are active. Tey
range from 16 to 75+ in age and have a wide range of
connections in their local communities. Te peer advisor
project has not previously been subject to formal research.
Findings from this study can thus support further devel-
opment of the project and inform eforts in other contexts
towards diminishing cancer inequities based on socioeco-
nomic factors.

2.2. A Participatory Action Research Process. RCC repre-
sentatives initiated this study, with the intention to apply the
fndings to improve the peer advisor project and identify
further knowledge gaps, as noted above. To this end,
a participatory action research (PAR) approach was applied.
PAR is a research approach in which various stakeholders in
partnership iteratively investigate issues of importance to
stakeholders with the intention to create a meaningful
change [35–38]. Tis study is the beginning of that iterative
process. Te PAR approach taken in this research is rooted
in research traditions, intending to democratize knowledge
development for the beneft of structurally marginalized
communities by doing research with rather than on people
[36, 39]. Tis approach was chosen as RCC representatives
recognized that peer advisors, who are often part of struc-
turally marginalized communities based on their socio-
economic conditions, needed to be part of developing
knowledge and change regarding their own practices and
contexts. Troughout this article, we describe ways in which
power dynamics among stakeholders were dealt with to
maintain a critical perspective on the peer advisor project
and centre peer advisors’ voices, according to PAR principles
[35, 40, 41].

Tis PAR project involved RCC representatives and peer
advisor representatives as participants. Author MK, with
a background in design and healthcare science and no prior

experience with the peer advisor project, was recruited by
the RCC to lead this research. Author SE, who worked as
a peer advisor from 2015 to 2022 and became a medical
student in 2018, was initially engaged as a peer advisor
representative (through the process described below) and
was then formally engaged as an academic researcher as well,
based on his own expressed interest in this. Author LEE,
a professor in nursing with no prior experience with the peer
advisor project, was involved to deal with positive bias by
maintaining a critical perspective on the peer advisor
project.

Tree RCC representatives were involved as participants,
i.e., two RCC managers and the peer advisor project lead.
RCC representatives agreed not to take on author roles to
facilitate a critical perspective on the peer advisor project.
Rather than engaging all active peer advisors as participants,
a subgroup was recruited to facilitate feasibility of the re-
search project. Twelve peer advisors were selected based on
diversity among them in terms of age, gender, ethnic
background, active years, and the various contexts in which
they work. Tis selection was made by the project lead
mentioned above and the peer advisor coordinator who
managed the project on a daily basis while occasionally also
working as a peer advisor. Te coordinator was included in
the subgroup of peer advisor representatives. Te selected
peer advisor representatives were informed that participa-
tion is voluntary, that choosing not to participate would not
afect their work with the RCC, that data would be presented
confdentially, and that their time would be compensated in
accordance with their existing RCC contract. All 12 peer
advisors expressed interest, after which they met with MK to
discuss the research plan and their role in the research. Te
peer advisor representatives had a median age of 44 (range
20–75+), had been active as peer advisors between 3 and
7 years, and were of Swedish, North African, East and South
European, South American, and West, Central, and South
East Asian descent. Besides Swedish, peer advisor repre-
sentatives generally spoke two or more other languages, and
all were completing or had completed secondary education,
with some having university degrees. Tose with pro-
fessional experience had worked as teachers, economists,
managers, social workers, and nurses.

Te research plan was developed by MK in partnership
with RCC representatives and the peer advisor coordinator.
Data generation was led by MK, and data analysis was led by
SE and MK. RCC representatives, peer advisor represen-
tatives, and LEE provided feedback, advice, and input on the
research process as described below. Preliminary fndings
were discussed with all the involved peer advisor and RCC
representatives. Preliminary fndings were used to improve
the peer advisor project and identify further knowledge gaps
to inform the continued PAR process, in line with the it-
erative nature of PAR [38].

2.3. Data Generation. Ethnographic methods including
interviews and participant observations were used to gen-
erate data [42]. Tis combination was chosen to generate
richer data regarding challenges, strategies, and forms of
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impact of the peer advisor project. Furthermore, participant
observations helped the researcher who was not familiar
with the peer advisor project to better understand their work
and context. Data generation focused initially on perspec-
tives of the peer advisor representatives. However, the au-
thors decided to also interview the RCC representatives,
based on preliminary fndings regarding peer advisor rep-
resentatives pointing to a need to improve communication
with RCC representatives. Data generation with peer advisor
representatives took place during January-February 2022,
a period of transition towards increased activity in the
project as COVID-19-related restrictions were phased out.
Data generation with RCC representatives took place in
May-June 2022.

MK conducted interviews with the included peer advisor
and RCC representatives (n= 12 and 3, respectively). Par-
ticipants chose the time and place for interviews, e.g., li-
braries, cafés, or the RCC’s ofce. At their request, two peer
advisors were interviewed together. Te interviews were
generally about one hour and held in conversational form
with the support of an interview guide with topics, including
role in the project, motivation, challenges, strategies, per-
sonal perspectives on the impact of the project, and ways in
which the peer advisor project can be improved. MK en-
couraged participants to express their honest opinions and
criticisms. All interviews were audio-recorded and tran-
scribed verbatim by a professional transcriber prior to
analysis.

MK conducted fve-participant observations, during
which he joined the participating peer advisors as they
worked. Eforts were made to observe peer advisors in
a variety of contexts: shopping centres (2), a state-funded
language course (1), a language cafe in a church (1), and an
open-for-all Zumba class (dance-based training) in a shop-
ping centre (1). In preparation, the peer advisor coordinator
gave MK an introduction to peer advisor education. Tis
supported MK to actively participate in peer advisors’ work
when needed and appropriate. Prior to each participant
observation, MK discussed his role with peer advisors. MK
used an observation framework based on dimensions de-
scribed by Reeves et al., such as space, actor, activity, event,
time, goal, and feeling. In documenting the sequence of
events and interactions occurring, MK distinguished be-
tween descriptions and his own refections [42]. MK
documented observations through feld notes which he
transcribed afterwards.

2.4. Data Analysis. Data analysis was guided by the in-
terpretive description methodology which aims to develop
practical knowledge pertinent to the context of applied
health disciplines, in line with PAR [43]. Data generation
and analysis were conducted in parallel processes so that
analysis of initial data informed following interviews and
observations. Tis also helped us understand whether ad-
ditional data generation contributed to new fndings [44].
An analysis through interpretive description is an inductive
and iterative approach [43]. To this end, SE and MK began
by reading transcripts and listening to audio recordings.

Both SE and MK inductively coded transcripts and feld
notes using NVivo software. Tey met regularly to compare
coding schemes, discuss patterns and relationships among
codes, and iteratively revise coding schemes. Troughout
this process, they regularly critically discussed the analysis
process and preliminary fndings with LEE. Trough this
iterative process, preliminary themes and subthemes were
defned.

Te analysis process included two virtual analysis
meetings held by SE and MK, one with peer advisor rep-
resentatives (10 of 12 participated) and one with the three
RCC representatives. Te peer advisors talked about rec-
ognizing themselves in the fndings but indicated that the
presentation of fndings needed improvement through
a clearer representation of the variety of strategies used based
on the diverse backgrounds of the peer advisors and the
variety of community-based needs. RCC representatives
refected on learning about the perspectives of the peer
advisors. Tey noted points of improvement for the peer
advisor project, which led to a decision to organize a “di-
alogue meeting” with peer advisors and RCC representatives
to conclude analysis. After the two virtual analysis meetings
and prior to the dialogue meeting, further analysis entailed
adjusting theme descriptions and presentation of fndings
based on the participants’ feedback. Trough this process,
themes in the data were formulated.

Te dialoguemeeting included the peer advisor and RCC
representatives, as well as others who previously had not
been involved in the research, i.e., eight additional peer
advisors, one representative from the collaboration of the
regional cancer centres in Sweden, and a representative of
the Stockholm healthcare region. Tis dialogue meeting was
in the form of a discussion facilitated by SE and MK, re-
garding the research process, preliminary fndings, ways the
peer advisor project can be improved, and ways research
fndings can be shared with stakeholders of importance to
peer advisors and RCC representatives. Te peer advisors
who had not previously been involved in the research project
talked about recognizing themselves in the research fndings,
indicating relevance beyond the direct research participants.

3. Findings

Findings are presented below in three themes: (1) Peer
advisors acting as a bridge through dialogues, (2) Peer
advisors creating safe spaces for broaching cancer issues, and
(3) Peer advisors’ impact on personal, community, orga-
nizational, and societal contexts. Each theme is presented
through subthemes. Findings are illustrated with quotes
from data. To maintain confdentiality, personal details are
modifed or omitted.

3.1. Peer Advisors Acting as a Bridge through Dialogues.
Peer advisors generally described their work as bridging
a gap between the cancer care system and communities.
Although the term “peer advisor” indicates a one-directional
mode of communication (from peer advisors to commu-
nities), it is evident from both interviews and participant
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observation that peer advisors establish and maintain di-
alogues with the community and with the RCC to bridge this
gap, as illustrated in Figure 1.

3.1.1. Peer Advisor-Community Dialogue. Peer advisors
discussed that communities in which they work appear to
experience a lack of health and care-related information and
a need for dialogue with Swedish authorities and healthcare
institutions. Furthermore, they pointed out that this in-
sufcient dialogue can hinder integration of people with
migration backgrounds and contribute to health disparities.
Tey explained that, to address these issues, they act as
a bridge between healthcare organizations and communities,
as illustrated in Figure 1. One peer advisor illustrated this,
saying:

“[Te community] wants to have a dialogue, not just
a paper. . . we try to create a dialogue. [A lot of what we do
is to] talk with people and try to understand, try to get more
information from them and help them in a way. . . it helps
[me] to connect.”

Tus, rather than merely providing information, peer
advisors create community dialogues. Tey commonly
embed these dialogues in already existing meeting places,
organizations, events, and activities. Tey often do so on
their own initiative, as demonstrated by one peer advisor
saying:

“I usually let [the coordinator] know when there’s an event
[in my neighborhood], a festival or. . . meetings in the
municipality. . . that there are gatherings of diferent ethnic
groups. [. . .] then I tell the organizer that RCC wants to
join, and then they’ll give us a table. Tat’s how it goes.”

Tis quote also illustrates the importance for peer ad-
visors to have community-based connections on personal,
organizational, and municipal levels to establish dialogues.

Some peer advisors also create their own spaces for
community dialogues. In doing so, they are encouraged by
the coordinator to use their own interests, skills, and net-
works. For example, one peer advisor around retirement age
described how she holds book circles using a book about
healthy lifestyles to stimulate dialogues among people in her
own age-group in her neighborhood. During the COVID-19
pandemic, another peer advisor used her digital and social
media skills to facilitate virtual language cafés using the
RCC’s information material as a basis for dialogues about
cancer prevention among people with a migration back-
ground while also helping them practice Swedish.

During both interviews and participant observations, the
peer advisors explained that, through dialogues with com-
munities, they better understand what questions, issues, or
challenges are important to communities. Recurring issues
included questions regarding human papilloma virus (HPV)
vaccination and screening, the process of mammography
screening, and difculty understanding letters of invitation
to screening programs. Such dialogues inform the RCC
about adjusting the information material and further

education of the peer advisors to be able to address issues
raised by communities.

3.1.2. Peer Advisor-RCC Dialogue. Te peer advisor-RCC
dialogue includes education peer advisors receive from the
peer advisor coordinator and RCC representatives about
cancer prevention and early detection as well as how to
engage communities around these issues using their own
experiences, skills, and networks. Tis dialogue also in-
cludes feedback from peer advisors to the RCC regarding
issues of importance to communities that the RCC may
otherwise be unaware of, although the peer advisor project
was not initially designed to facilitate this feedback. One
example of this feedback took place during the early
months of the COVID-19 pandemic as it became clear that
people living in areas where peer advisors were active were
overrepresented in illness and mortality rates. RCC rep-
resentatives recommended to Stockholm regional health-
care authorities that peer advisors could be asked to inform
about COVID-19 instead of cancer for the time being.
Several peer advisors agreed to this and were educated to
inform about COVID-19-related issues. One RCC repre-
sentative described how peer advisors bridged an in-
formation gap, saying:

“[Te coordinator] had a lot of information for us, which
we would never have been able to capture otherwise. So that
was awesome, I thought. She has so much knowledge about
what works and what does not work, and she hears what is
being talked about on the street right now.”

As illustrated in fgure one, the coordinator plays a key
role in mediating the peer advisor-RCC dialogue, being
involved in both providing education to peer advisors and
giving feedback to the RCC. When discussing the peer
advisor-RCC dialogue with RCC representatives in in-
terviews, they seemed critical and discussed opportunities
for improvement, as illustrated by one RCC representative
saying:

“Sometimes I think we work too little systematically [. . .]
It’s about the connection between us at RCC and the [peer
advisors]. Tis direct contact. . . we would need to tighten
that, because then I think we could improve the [project]
even more [. . .] Teir work should be more integrated in
RCC’s other work. I think we would beneft from that.”

Strengthening the RCC-peer advisor dialogue was one
motivation for the dialogue meeting organized as part of the
analysis process described above.

3.2. Peer Advisors Creating Safe Spaces for Broaching Cancer
Issues. An overarching strategy for establishing and
maintaining community dialogues regarding cancer pre-
vention and early detection seemed to be for peer advisors
to continuously adapt to various forms of diversity with the
intention of creating safe spaces for broaching cancer
issues.
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3.2.1. Adapting to Diversity. It is evident from both in-
terview data and participant observations that peer advisors
commonly adapt their approaches to diversities among
communities they work with (i.e., diversity in ethnic, cul-
tural, and socioeconomic backgrounds, and people of var-
ious ages, genders, experiences, and perceived needs) and
diversity in contexts they work (e.g., diferent neighbor-
hoods, various events, interacting with people on the street
or in group-activity settings, and diferent seasons and
times), as illustrated by a peer advisor saying:

“Often you’re in areas where people have worse socioeco-
nomic backgrounds and there can be a diferent kind of
cultural atmosphere in those neighborhoods, a diferent
kind of interacting. . . So, you should adapt a little
depending on where you are.”

To determine appropriate strategies for broaching di-
alogues about cancer, the peer advisors seemed to combine
their frst impressions of people they encounter with their
knowledge about diversity in the contexts in which they
work and their own unique perspectives, experiences, and
knowledge, as exemplifed in the following quote by a peer
advisor saying:

“I add things up. . . I connect various things, [for example]
this person [I can see] that she’s shy and then I approach
her and [begin] to talk. “Hi, how are you?” in her language.
Eventually she’ll tell me things. Ten I tell her what I know,
what I want to help [with]. It’s important that you don’t
disturb people. . . they come from a diferent country that
doesn’t have democracy, or has war the whole time, women
don’t have rights like here in Sweden, they are shy, they are
afraid too. So that’s why they need extra, extra
explanation.”

Tus, it becomes clear that the peer advisors’ own
background plays an important role in determining ap-
propriate strategies for broaching dialogues about cancer.
Both peer advisors and RCC representatives therefore em-
phasized a need for diversity among the group of active peer
advisors.

3.2.2. Broaching Cancer Issues. A common challenge peer
advisors described was about navigating culturally based
sensitivities related to cancer, e.g., fear of the disease or sense
of shame in living with cancer and/or participating in
mammography or HPV screening. Peer advisors commonly
refected on using their knowledge of their own and other
cultures to fnd ways to discuss cancer preventive in-
formation and screening. Generally, peer advisors agreed
that sharing characteristics (e.g., age group, gender, lan-
guage, ethnicity, and culture) facilitates cancer dialogues, as
similarities can give them an “insider” status. However, one
peer advisor explained that people with culturally based
shame around cancer-related topics may be more com-
fortable talking with an “outsider” to that culture.

When anticipating difculties in broaching cancer-
related information, the peer advisors often began discus-
sing the benefts of a healthy lifestyle in general, avoiding
using the word cancer initially. Later, when the person
showed interest, the peer advisors would introduce cancer-
specifc information with care. Tis kind of “funneling
strategy” is illustrated by a peer advisor, saying:

“I don’t immediately say cancer, people distance them-
selves, then you need to slowly, slowly approach [the topic]
and say that there are diferent illnesses and that you need
to take care of yourself. Tat there’re diferent methods like
with food and exercise, all kinds of things. Among other
things it’s cancer.”

Society

Organization Community

Personal

RCC PA communities

C

RCC: Regional Cancer Centre Stockholm-Gotland
C: The peer advisors’ coordinator
PA: Peer Advisors
Communities: The peer advisor target group, i.e., people living in areas with challenging socioeconomic conditions

Figure 1: Te dialogues peer advisors facilitate and the various contexts they navigate.
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However, some peer advisors emphasized the impor-
tance of approaching the topic head-on, particularly when
someone expresses a specifc cancer-related question.

Te peer advisors sometimes iteratively test diferent
strategies to address challenges they encounter. For example,
one peer advisor would usually discuss mammography
screening with women of diverse ethnic backgrounds during
a language café session. During a participant observation,
she talked about wanting to engage men in these dialogues
too, as she found that they may actively or unwittingly act as
gatekeepers for their women family members’ participation
in screening. With support from the coordinator, she used
a short video explaining the mammography screening
process in a new efort to engage bothmen and women at the
language café.

We expected that connotations with severe illness and
death could be reasons for cancer being a potentially sen-
sitive issue. While peer advisors who work in public spaces
commonly said that these issues were not raised by people
theymeet, peer advisors with experience of working in group
settings mentioned that end-of-life issues could be raised in
such contexts, perhaps due to an increased sense of famil-
iarity and safety. Some peer advisors indicated a need for
increased personal competency in talking with communities
about end-of-life issues, while others preferred to focus on
cancer prevention and early detection.

3.2.3. Te Intention to Create Safe Spaces for Dialogues.
An overarching strategy peer advisors seemed to apply to
create community dialogues about cancer prevention and
early detection was their intention to create safe spaces for
these dialogues. With a safe space, we mean here an in-
terpersonal space in which both the peer advisor and the
community seem comfortable in engaging with potentially
sensitive and personal cancer-related issues. Establishing
a sense of trust seems to underlie these eforts, as illustrated
by a peer advisor saying:

“I give myself, like I am your friend, you can trust me, no-
one will know. And I have met many women and I. . . their
trust is important. . . MK: How do you create that trust?
Peer advisor: Often, I have met those women many times,
not just once, they are active [in the same] association [as I
am].”

In this quote, the peer advisor talks about several
strategies to establish trust, i.e., creating a dialogue based on
confdentiality, connecting with people who share charac-
teristics, indicating her experience with this work, having
a pre-existing relationship with individuals, and being part
of established community-based associations. Some peer
advisors seemed to create trust through consistency, e.g., by
working at the same place and time over an extended period
and becoming well-known in the community. Furthermore,
a sense of trust appeared to be facilitated through social
interactions about other things than cancer information, as
illustrated in MK’s feld notes from the participant obser-
vation of a peer advisor working in a shopping centre:

“[Tis peer advisor] is also very social, it’s almost as if the
social aspect is more important than providing information
initially. It seems like [this peer advisor] creates trust with
people who visit the shopping centre through the social
aspect, [this peer advisor] shows respect through both body
language and verbally, greeting people, and talking with
them about other things [e.g., bills, politics, daily life] as
well.”

Tus, creating trust seems to be facilitated by peer ad-
visors showing respect to communities. Tis is also apparent
in ways they deal with people who question or contest the
information they provide, as illustrated by one peer advisor
who spoke about an experience when informing about the
COVID-19 vaccination program:

“Tere was a woman [who] said ”no, the vaccine doesn’t do
anything, you should go to church, you should pray, Jesus
will help you, not the vaccine.” And I said “OK, I un-
derstand you,” and I left. . . I don’t try to persuade anyone,
no, that doesn’t work.”

Tus, peer advisors applied a de-escalating approach
through showing respect towards diferent points of views.
Generally, peer advisors seem to make eforts to empower
communities by discussing research-based information with
a sense of trust in the community to make their own de-
cisions, rather than discussing the information in a nor-
mative and patronizing manner. Furthermore, all peer
advisors talked about being aware of the limits of their own
knowledge and seemed able to refer to credible sources when
needed. Approaches related to de-escalation, empowerment,
and referring to credible sources were explicit parts of the
peer advisors’ education.

A challenge in creating trust, which several peer advisors
refected on, was that the community could perceive them as
salespeople. Peer advisors seemed to deal with this by dif-
ferentiating themselves from salespeople through using RCC
role-up banners, name tags, and clothes with the RCC logo,
to signal that they work with the RCC.

A relatively new way peer advisors have tried to create
space for dialogues has been through Zumba classes (music
and dance-based group training) free of charge in public
spaces. A peer advisor refected on one of these Zumba
events, saying:

“Everyone appreciated it and stayed [after the class] and
started to talk with each other [. . .]. We had a group with
just women, and we informed about HPV, self-testing and
mammography, and they had questions, and the men who
were on the other side, they had questions about how you
can quit smoking, those kinds of things. So it was a very
successful activity.”

Based on both interviews and a participant observation,
Zumba activities were found to engage communities in
a health-promoting activity while also appearing to create
a safe space for dialogues about cancer prevention and early
detection.
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3.3. Peer Advisors’ Impact on Personal, Community, Orga-
nizational, and Societal Contexts. Peer advisor and RCC
representatives described various forms of impact of the peer
advisor project in relation to four contexts, i.e., peer advi-
sors’ personal context, community context, RCC’s organi-
zational context, and a broader societal context, as illustrated
in Figure 1. Due to their community-based perspective, peer
advisors generally spoke more about forms of impact on
personal and community contexts, whereas RCC repre-
sentatives spoke more about forms of impact on organi-
zational and societal contexts.

3.3.1. Impact on Personal and Community Contexts. In
relation to a personal context, some peer advisors described
working towards cancer prevention and early detection
contributes to a sense of meaning, as they had experiences of
cancer themselves or in their close social network. In relation
to a community context, the peer advisors often described
their work giving them a feeling of being able to help in-
fuence people to live healthier lives. However, they also
described not having insight into whether their dialogues
have led to behavioral change as they are generally unable to
follow up.

Another form of impact some peer advisors described is
that their work helped them and their family members live
healthier lifestyles. Furthermore, many peer advisors said
that working in the project helped them integrate into
Swedish society, e.g., by learning the language, un-
derstanding systems, and creating social networks, as one
peer advisor illustrated:

“[When I started, I worked with] a woman from
Morocco. . . she was almost Swedish because she came to
Sweden as a child, so she spoke Swedish very well. [. . .] I
learned so much from her. Not only the language but also
practical things. I asked how do you do [things] in Sweden?
Because as a foreign woman I didn’t know much. She was
very kind. [. . .] We became friends.”

For some peer advisors, this was their frst job in Sweden,
while others were able to strengthen their resume with their
peer advisor experience and get new jobs based on this. All
peer advisors talked about gaining a sense of community
among peer advisors, with some saying they had previously
missed a sense of community. Te RCC representatives
discussed how the project helped them gain an un-
derstanding of the needs of people in diferent communities
and ways in which they can contribute to addressing
these needs.

3.3.2. Impact on Organizational and Societal Contexts.
RCC representatives discussed that, at an organizational
level, the project has led to increased awareness of health
and cancer care equity issues. Tis is refected in the re-
gional cancer plan (a document written by the RCC as
a basis for political decision-making on priorities for cancer
care development for coming years), in which the peer
advisor project and goals towards equity in cancer care

have become increasingly prominent since the peer advisor
project began.

RCC representatives also talked about indications that
screening participation has increased in communities where
peer advisors are active, but more research is needed to
investigate this. Furthermore, they described forms of so-
cietal impact on health issues beyond cancer, as illustrated in
the following quote from an RCC representative:

“Tey informed about [COVID-19 during the frst pan-
demic waves]. Tey’ve been an important resource for us.
[Another example] has been with the war in Ukraine. I
immediately called [the coordinator] “do you have peer
advisors who speak Ukrainian and Russian?” “Yes, abso-
lutely” she said, and found a few who could help in wel-
coming [refugees].”

Based on these experiences, both peer advisors and RCC
representatives suggest that the peer advisor-bridging
function between the healthcare system and communities
can and should be implemented more broadly than only in
relation to cancer prevention and early detection.

However, peer advisors talked about their limited in-
sights into potential impacts on organizational and societal
contexts. A strengthened dialogue with the RCC was
mentioned by both peer advisors and RCC representatives as
one way to address this as illustrated by an RCC repre-
sentative saying:

“We need to be better at that, in education or when we meet
them, and perhaps report back to them these kinds of results
so that they can see that their work actually does. . . gives
something positive.”

3.3.3. Sustainability and Structural Challenges Limiting
Impact. Limitations to impact development were related to
sustainability challenges, i.e., challenges in eforts to
maintain the project, further develop it, and ensure its
longevity. One RCC representative pointed out:

“As long as we receive fnancing and there’s staf on
a managerial level who see the positive aspects of the work,
it will continue to exist, I’m completely sure about it. But we
also need capable coordinators like [names present
coordinator]”

Besides the importance of fnancial and managerial
support, RCC representatives discussed a need to transition
from a project based at the RCC to an established program
managed at a regional level with a broader approach to
health promotion, rather than an exclusive focus on cancer.
While RCC representatives have made eforts to this end,
they have not yet found a readily existing managerial
structure at a regional level that could act as a long-term host
for a peer advisor program.

Some peer advisors related limitations on impact de-
velopment to structural challenges, i.e., factors that uphold
rather than address disparities based on socioeconomic
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diferences. While the peer advisor project intends to con-
tribute to cancer care equity, some peer advisor represen-
tatives pointed out that this goal cannot be fulflled as long as
societal systems are in place that uphold socioeconomic
diferences. One peer advisor discussed barriers people with
migration backgrounds face, saying:

“It’s hard for people who are new in Sweden to enter the
labor market [. . .] It’s a complex problem, partly because of
a naivety about it. Because it can be difcult for those who
are born and raised in Sweden [. . .] to understand how it is
for those who came to Sweden and start from zero. To create
good systems, that’s so important. Besides information
about health it’s about keeping people away from crimi-
nality and giving them a good education and good con-
ditions. And when you have a kind of naivety about this
problem, it will show on many levels, all the way up to us
peer advisors, when we try to reach out with vital in-
formation, for example about how important it is for
women to participate in mammography.”

Tus, while the peer advisors may be able to have an
impact in a community context, the peer advisor project
alone cannot address structures that uphold socioeconomic
diferences.

4. Discussion

In this article, we investigate the perspectives of people
working in the Swedish peer advisor project (i.e., peer ad-
visors and RCC representatives), a community-based ini-
tiative to reduce cancer inequities based on socioeconomic
conditions, in relation to challenges they face, strategies they
use, and forms of impact they perceive their work to have. In
summary, fndings indicate that peer advisors act as a bridge
through dialogues with communities and RCC represen-
tatives (Figure 1). Te overall strategy peer advisors use in
community dialogues is to make eforts to create safe spaces
for broaching cancer and other health-related issues. To do
this, the peer advisors described adapting to various forms of
diversity by using their own diverse perspectives, experi-
ences, and knowledge. In doing so, they tried to build trust
and approach potentially sensitive topics with care. Te peer
advisors generally described a positive impact on their
personal contexts. One challenge is to maintain an RCC-peer
advisor dialogue. Improving this dialogue through regular
and direct contact could facilitate mutual learning and
provide peer advisors with insight into impact in organi-
zational and societal contexts. Sustainability and structural
challenges may limit the impact of the peer advisor project.

Te idea that well-connected and educated community
members can act as a bridge between the cancer care system
and communities through peer-to-peer dialogues has been
applied in health-promotion initiatives in other contexts
[28, 30, 31]. Our fndings add insight into strategies peer
advisors used which can be understood as a form of cultural
brokerage, i.e., a process of mediating between diferent
cultural groups or communities to facilitate communication,
understanding, and exchange of information [45]. As

cultural brokers, peer advisors facilitate communication and
understanding between the cancer care system and com-
munities. Kroik et al. [46] noted that one role of cultural
brokers is to promote cultural safety. Curtis et al. [47] take
a clinical perspective in describing cultural safety as an
ongoing process whereby healthcare professionals and or-
ganizations continuously refect to increase self-awareness
and hold themselves accountable for “providing culturally
safe care, as defned by the patient and their communities,
and as measured through progress towards achieving health
equity” (p. 14). Based on our fndings, peer advisors seem to
contribute to cultural safety in their dialogues with com-
munities by trying to create safe spaces. However, our
present data do not allow conclusions about ways in which
the communities’ members perceive the peer advisors and
experience dialogues with them; further research is thus
needed to incorporate community perspectives.

Pang et al. [48] pointed out that cultural brokers can act
on individual, organizational, and policy levels. Te peer
advisor representatives seem to act primarily at an individual
level, promoting cancer preventive behaviors in community
contexts. However, fndings also indicate that the peer ad-
visor project does have impact on an organizational level as
it contributed to a heightened understanding of commu-
nities’ situation and needs as well as more integrated focus
on equity within the RCC. However, the RCC-peer advisor
dialogue needs to be improved to facilitate mutual learning.
Tis may lead to increased organizational self-awareness and
accountability and thus increased cultural safety on
that level.

In the dialogue meeting with peer advisors and RCC
representatives during analysis, peer advisors began to
discuss the potential of acting as brokers in the healthcare
system more broadly. For example, policy and system
changes aimed at diminishing socioeconomic disparities
could be facilitated through cultural brokerage at a policy
level by decision-makers and politicians engaging with peer
advisors. In developing similar community-based initiatives
in other contexts, we recommend that the potential for
cultural safety processes on organizational and policy levels
are considered already from initial planning phases. To note
is that cultural safety requires an ongoing process, critically
examining the power structures that shape healthcare sys-
tems, and facilitating change to better meet the needs of
diverse communities, thus pointing to a need for long-term
eforts to this end [47]. Further research is needed to in-
vestigate how the peer advisor project can contribute to an
organizational and policy change.

As noted above, peer advisors base their community
dialogues in part on cancer preventive information de-
scribed in the European Code Against Cancer [5]. Rather
than simply providing this information in its original form,
the peer advisors use this material as a basis for dialogue.
Based on our fndings, this may facilitate bridging a gap
between the cancer care system and communities. We
therefore suggest that the European Code Against Cancer
could be disseminated among communities with challenging
socioeconomic conditions through dialogues with cultural
brokers. We also suggest reconsidering the use of the term
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“advisor” as this may not fully capture the reciprocal nature
of community-based dialogues the peer advisors seem to
initiate.

Our underlying data do not allow investigation as to
whether the peer advisor project contributed to enhanced
cancer equity. However, we did fnd that peer advisors and
RCC representatives described forms of impact on indi-
vidual, community, organizational, and societal contexts.
Tis can be related to Kleijberg et al.’s [49] model of impact
development in community-based PAR, which describes
that“strategy-oriented impact”, in this case increasing cancer
equity, starts with “individual/group development” (p. 5). In
the current context, this could be seen as peer advisors’
integration into society and adapting healthier lifestyles
themselves, as well as RCC representatives learning about
the communities’ situations and needs. Tis form of initial
impact can then lead to an “action-oriented impact” [49],
e.g., peer advisors adapting strategies to broach dialogues
about cancer prevention and early detection and RCC
representatives integrating issues of equity in cancer care
throughout the organization. An action-oriented impact can
then lead to a strategy-oriented impact, provided that
contextual factors are supportive [49]. In this study, we
found that some contextual factors threaten the sustain-
ability of the project, e.g., the need for consistent fnancial
and managerial support and a transition from a project to an
established program on a regional level. In addition, limi-
tations on impact development are related to structural
barriers that perpetuate socioeconomic disparities, as those
outlined in the background. Te peer advisor project cannot
independently address these. We therefore recommend that
impact is considered from various perspectives when de-
veloping, implementing, and evaluating similar community-
based initiatives.

To interpret our fndings and consider transferability to
other contexts, this study’s strengths, limitations, and
setting need to be considered [50]. Te present study took
place in an urban Swedish context, with a focus on
neighborhoods with challenging socioeconomic condi-
tions. We found research on similar initiatives in North
America and Europe with groups with similar character-
istics, e.g., with migration backgrounds [27–31]. It may be
useful to investigate whether similar community-based
peer-to-peer approaches are transferable to diferent
contexts and other structurally marginalized groups, e.g.,
gender and sexual minorities, people dealing with poverty
and/or homelessness, and/or people with substance use
challenges [22, 51–53].

One methodological challenge was dealing with the
potential of bias resulting from this study being initiated and
funded by the RCC. In addition, as working in the peer
advisor project is a source of income for peer advisor
representatives, they may have been prone to focus on
positive aspects and cautious in expressing criticism. Tus,
eforts were made to maintain a critical perspective and
centre peer advisors’ voices. Tis was carried out through
regular refective discussions among authors as well as peer
advisors and RCC representatives regarding roles and power
dynamics. Based on these discussions, RCC representatives

agreed not to be authors to facilitate a critical perspective on
the project. As noted in the method section, SE was involved
as both the peer advisor representative and researcher. His
insider perspective [54, 55] contributed to representing peer
advisors’ voices in an authentic manner. In addition, the
peer advisor representatives were informed that their work
with the RCC would not be afected, independent of their
choice to participate, and that data would be presented
confdentially. During analysis, meetings with peer advisors
and RCC representatives were held separately to create
a safer space for peer advisors to express their refections
without self-censorship.

Another limitation may be a potential selection bias
resulting from inviting a subgroup of peer advisors rather
than all currently active peer advisors as this may have
excluded other valuable and deviating perspectives, de-
spite the diverse characteristics of the invited represen-
tatives. However, peer advisors who were not part of the
research process said that they recognized themselves in
the fndings during the dialogue meeting at the end of
analysis. Another strength is that underlying data included
both interviews and participant observations, which hel-
ped the authors gain a deeper and more nuanced un-
derstanding. Furthermore, the authors’ diferent
perspectives on and familiarity with the peer advisor
project facilitated a critical approach to the analysis. RCC
representatives have applied preliminary fndings to im-
prove the peer advisor project by intensifying the RCC-
peer advisor dialogue, disseminating fndings to politicians
on various levels, and further incorporating cancer care
equity issues in the regional cancer plan. More research is
needed to investigate measurable and long-term forms of
impact of the peer advisor project.

5. Conclusions

Tis research contributes with perspectives of people
working with the peer advisor project to promote cancer
preventive behaviors and early detection among commu-
nities with challenging socioeconomic conditions. Insights
into challenges and strategies may inform development and
implementation of similar community-based peer-to-peer
initiatives in other contexts. We found that peer advisors act
as cultural brokers by initiating community dialogues.
Furthermore, peer advisors may act as cultural brokers in
relation to the cancer care system by facilitating dialogues to
increase understanding of communities’ contexts and needs.
Tese dialogues may contribute to a sense of community-
based cultural safety, but more research is needed to in-
vestigate this. We have also noted a potential for increasing
cultural safety on organizational and policy levels. However,
this requires an ongoing refective process to critically ex-
amine power structures shaping healthcare systems.
Terefore, in developing and implementing similar initia-
tives, not only the impact of peer advisors in community
contexts should be considered, but also the potential for
creating a systematic change on organizational and policy
levels to address cancer inequities based on socioeconomic
diferences.
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